	
	


	
	


	
	



Data quality information — Mental health management services, chapter 12

Do not delete this return as it gives space between the box and what precedes it.
	Data Quality Information

	Data quality information (DQI) provides information against the seven ABS data quality framework dimensions, for a selection of performance indicators in the Mental health management chapter. DQI for additional indicators will be progressively introduced in future reports.

Where the Report on Government Services (RoGS) indicators align with National Agreement indicators, DQI has been sourced from the Steering Committee’s reports on National Agreements to the COAG Reform Council.

Technical DQI has been supplied or agreed by relevant data providers. Additional Steering Committee commentary does not necessarily reflect the views of data providers.

	

	


DQI are available for the following performance indicators:
2Mental health service use by special needs groups and total population


7Mortality due to suicide


10Prevalence of mental illness


13Social and economic inclusion of people with a mental illness — participation in employment of working age population


15Social and economic inclusion of people with a mental illness — participation in education and employment by young people





Mental health service use by special needs groups and total population 
Data quality information for this indicator has been sourced from the Steering Committee’s report to the COAG Reform Council on the National Healthcare Agreement (data supplied by AIHW) with additional Steering Committee comments.
	Indicator definition and description 

	Elements
	Equity — Access and Effectiveness— Access

	Indicators 
	Mental health service use by special needs groups
Mental health service use by total population



	Measure (computation)
	The numerator is the number of people receiving mental health services, separately for three service types.

The denominator is the Estimated Resident Population (ERP) as at 30 June 2009.

Calculation is 100 × (Numerator ÷ Denominator), presented as a percentage and age-standardised to the Australian population as at 30 June 2001, using 5-year age groups to 84 years with ages over 
84 years combined. Indigenous population data are not available for all states and territories for 5-year age groups beyond 64 years, so Indigenous disaggregations were standardised to 64 years with ages over 64 years combined.

These are calculated separately for public, private, Medicare Benefits Scheme- and Department of Veterans’ Affairs (DVA)-funded services.



	Data source/s
	Numerators:

For Public data: State/Territory community mental health care data.

For Private data: Private Mental Health Alliance (PMHA) Centralised Data Management Service (CDMS) data.

For MBS data: Australian Government Department of Health and Ageing (DoHA) MBS Statistics.

For DVA data: Australian Government DVA Statistical Services and Nominal Rolls using the Departmental Management Information System (DMIS).  These data are known as Treatment Account System (TAS) data.

Denominator:

Australian Bureau of Statistics (ABS) ERP as at 30 June 2009.

For data by Indigenous status: ABS Indigenous Experimental Estimates and Projections (Indigenous Population) Series B as at 30 June 2009.

For data by socioeconomic status: calculated by AIHW using the ABS’ Index of Relative Socioeconomic Disadvantage and ERP by Statistical Local Area (SLA) and, where applicable, ABS Postal Area to SLA concordance. Each SLA in Australia is ranked and divided into quintiles and deciles in a population-based manner, such that each quintile has approximately 20 per cent of the population and each decile has approximately 10 per cent of the population.

For data by remoteness: ABS’ Australian Standard Geographical Classification and, where applicable, ABS Postal Area to Remoteness Area concordance.



	Data Quality Framework Dimensions

	Institutional environment
	The AIHW prepared the denominator and calculated the indicator based on numerators supplied by other data providers. The AIHW is an independent statutory authority within the Health and Ageing portfolio, which is accountable to the Parliament of Australia through the Minister. For further information see the AIHW website.

Numerators for this indicator were prepared by State and Territory health authorities, the PMHA, DoHA and DVA and quality-assessed by the AIHW.

The AIHW drafted the initial data quality statement. The statement was finalised by AIHW following input from State and Territory health authorities, PMHA, DoHA and DVA. The AIHW did not have the relevant datasets required to independently verify the data tables for this indicator.

Public data

The State and Territory health authorities receive these data from public sector community mental health services. States and territories use these data for service planning, monitoring and internal and public reporting.

Private data

The PMHA’s Centralised Data Management Service provided data submitted by private hospitals with psychiatric beds. The data are used by hospitals for activities such as quality improvement.

DoHA MBS and DVA TAS data

Medicare Australia (now Department of Human Services – Medicare) processes claims made under the Medicare Australia Act 1973. These data are then regularly provided to DoHA. Medicare Australia also processes claims for DVA Treatment Card holders made through the MBS under the Veterans’ Entitlements Act 1986; Military Rehabilitation and Compensation Act 2004 and Medicare Australia Act 1973.  All claiming data is regularly provided to DVA as per the Memorandum of Understanding between Medicare Australia and DVA.



	Relevance

	Estimates are based on counts of individuals receiving care within the year, by each service type, where each individual is generally counted once regardless of the number of services received. Persons can receive services of more than one type within the year; a count of persons receiving services regardless of type is not available.

A number of persons receiving mental health treatment are not captured in these data sources. These include:

· individuals receiving only admitted and/or residential services from State and Territory public sector specialised mental health services.

· individuals receiving mental health services (other than as admitted patients in private hospitals) funded through other third party funders (eg transport accident insurers, workers compensation insurers) or out of pocket sources.

There is likely to be considerable overlap between the DoHA MBS and DVA TAS data and private data, as most patients accessing private hospital services would also access MBS services.

Public data

Person counts for State and Territory mental health services are counts of persons receiving one or more service contacts provided by public sector community mental health services. South Australia submitted data that were not based on unique patient identifier or data matching approaches.

Private data

Private hospital estimates are counts of individuals receiving admitted patient specialist psychiatric care in private hospitals.

DoHA MBS and DVA TAS data

Data are counts of individuals receiving mental health-specific MBS services for which Medicare Australia has processed a claim.

Analyses by State and Territory, remoteness and socioeconomic status are based on postcode of residence of the client as recorded by Medicare Australia at the date of last service processed in the reference period. As clients may receive services in locations other than where they live, these data do not necessarily reflect the location in which services were received. 

DVA clients comprised less than 2 per cent of people receiving Australian Government (Medicare Benefits Scheme- and DVA-funded) clinical mental health services.


	Timeliness
	The reference period for these data is 2009-10.



	Accuracy


	Cells have been suppressed to protect confidentiality (where the presentation could identify a patient or a single service provider).

Public data

State and Territory jurisdictions differ in their capacity to provide accurate estimates of person receiving services (see above). Additionally, jurisdictions differ in their approaches to counting clients under care. For example, people who are assessed for a mental health service but do not go on to be treated for a mental illness are included in the data by some jurisdictions but not others. Therefore, comparisons between jurisdictions should be made with caution.

The Indigenous status data should be interpreted with caution due to the varying and, in some instances, unknown quality of Indigenous identification across jurisdictions. Indigenous status was missing or not reported for around 10 per cent of all clients.

Private data

Not all private psychiatric hospitals are included in the PMHA’s CDMS.

In 2009–10, those that are included account for approximately 85 per cent of all activity in the sector. The data provided are an estimate of overall activity.

Actual counts are multiplied by a factor that accounts for the proportion of data missing from the CDMS collection. That adjustment is performed at the level of State and Territory and also financial year, since non-participation rates varied from state to state and financial year.

Indigenous status information is not collected for these data.

DoHA MBS and DVA TAS data

As with any administrative system a small degree of error may be present in the data captured.

Data used for statistical purposes are based on enrolment postcode of the patient. This postcode may not reflect the current postcode of the patient if an address change has not been notified to Medicare Australia.

The data provided are based on the date on which the claim was processed by Medicare Australia, not when the service was rendered. The use of data based on when the claim was processed, rather than when the service was rendered, produces little difference in the total number of persons included in the numerator for the reference period.

People who received more than one type of service are counted once only in the calculations for this indicator.

DoHA MBS data presented by Indigenous status have been adjusted for under-identification in the Medicare Australia Voluntary Indigenous Identifier (VII) database. Indigenous rates are therefore modelled and should be interpreted with caution. These statistics are not derived from the total Australian Indigenous population, but from those Aboriginal and Torres Strait Islander people who have voluntarily identified as Indigenous to Medicare Australia. The statistics have been adjusted to reflect demographic characteristics of the overall Indigenous population, but this adjustment may not address all the differences in the service use patterns of the enrolled population relative to the total Indigenous population. The level of VII enrolment (51 per cent nationally as at August 2010) varies across age-sex-remoteness-State/Territory sub-groups and over time which means that the extent of adjustment required varies across jurisdictions and over time. The methodology for this adjustment was developed and verified by the AIHW and DoHA for assessment of MBS and PBS service use and expenditure for Indigenous Australians. For an explanation of the methodology, see Expenditure on health for Aboriginal and Torres Strait Islander people 2006-07.
DVA TAS data are not available by Indigenous status.



	Coherence

	Public data

There has been no major change to the methodology used to collect the data in 2009-10 for the majority of jurisdictions, therefore data is comparable across years. 

However, New South Wales implemented a state wide unique patient identifier for mental health care in 2009. New South Wales has indicated that there are differences in the completeness of coverage between areas and over time. 

In 2009-10 Tasmania has implemented a system to reduce duplication of clients accessing mental health services across the state. This has resulted in an apparent decrease in the number of clients.

In past years there has been variation in the underlying concept used to allocate remoteness and socioeconomic status across jurisdictions (ie location of service provider, location of client or a combination of both). In addition, the underlying concordances used by jurisdictions to allocate remoteness may vary. In 2009-10, remoteness and socioeconomic status have been allocated using the SLA of the client at last contact. For 2009-10 data all jurisdictions have used the same concordance and proportionally allocated records to remoteness and SEIFA categories.  Comparisons over time for remoteness and socioeconomic status should therefore be interpreted with caution. 

Private data

There has been no change to the methodology used to collect the data in 2009-10. Therefore, the data are comparable to previous reporting periods. 

DoHA MBS and DVA TAS data

The same methodology to attribute demographic information to the data has been used in 2009-10 as in previous reporting periods. 

MBS items 81 325 and 81 355 were added from 1 November 2008. These items relate to mental health or psychological services provided to a person who identified as being of Aboriginal or Torres Strait Islander descent.

As of 1 January 2010, a new item (2702) has been introduced for patients of GPs who have not undertaken mental health skills training. Changes have been made to the existing item 2710 to allow patients of GPs who have undertaken mental health skills training to access a higher rebate. Both of these items relate to the preparation of a GP mental health treatment plan.

Caution should be taken when interpreting Indigenous rates over time. All other data can be meaningfully compared across reference periods.

Other publications

The AIHW publication series Mental health services in Australia contains data that is comparable in coverage (using different MBS item splits) and includes a summary of MBS mental health-related items. 

The data used in this indicator are also published in the COAG National Action Plan on Mental Health — progress report 2009-10. There may be some differences between the data published in these two sources as:

· rates may be calculated using different ERPs other than the June 2009 ERPs used for this indicator,

· in the COAG National Action Plan on Mental Health — progress report 2009-10 the figures are based on preliminary data for the public and private sectors and may not cover the full financial year, 

· MBS numbers are extracted using a different methodology. The COAG National Action Plan on Mental Health — progress report 2009-10 counts a patient in each state they resided in during the reference period but only once in the total whereas this indicator counts a patient in only one State/Territory.

The indicator specifications and analysis methodology used for this report are equivalent to the National Healthcare Agreement: Performance report for 2009-10.



	Accessibility

	Information is available in the COAG National Action Plan on Mental Health — progress report 2009-10.

MBS statistics are available at:

<www.health.gov.au/internet/main/publishing.nsf/Content/Medicare+Statistics-1>

<www.medicareaustralia.gov.au/statistics/mbs_item.shtml> 

Disaggregation of MBS data by SEIFA is not publicly available elsewhere.



	Interpretability

	Information is available for MBS data from:

<www.health.gov.au/internet/mbsonline/publishing.nsf/content/medicare-benefits-schedule-mbs-1>

	Data Gaps/Issues Analysis

	Key data gaps/issues
	The Steering Committee also notes the following issues:

· Further work is required to obtain comprehensive and consistent data on people with mental illness across the full scope of service streams. 

· Disaggregation of this indicator for private patients and those recorded in DVA data by Indigenous status is a priority.


Mortality due to suicide

Data quality information for this indicator has been sourced from the ABS with additional Steering Committee comments.
	Indicator definition and description

	Element
	Outcome


	Indicator
	Mortality due to suicide


	Measure (computation)
	Numerator: 
Number of people who have died by suicide over the relevant reference period:

· five year period (2005-2009)

· single reference year (2009)

Denominator: 

Estimated resident population. 

Computation: 
(Numerator ÷ Denominator)*100 000
Expressed as crude, age-specific or age standardised rates. 

Disaggregated by age and sex (national only), State and territory for all persons, young people (15–24 years), by geographical region and Indigenous status. 



	Data source/s
	Numerator: ABS Causes of Death collection (Cat. no. 3303.0)

Denominator: ABS Estimated Resident Population (Cat. no. 3101.0); Experimental Estimates and Projections, Aboriginal and Torres Strait Islander Australians, 1991 to 2021 (cat. no. 3238.0).


	Data Quality Framework Dimensions

	Institutional environment
	Statistics presented in Causes of Death, Australia, 2009 
(Cat. no. 3303.0) are sourced from deaths registrations administered by the various state and territory Registrars of Births, Deaths and Marriages. It is a legal requirement of each state and territory that all deaths are registered. Information about the deceased is supplied by a relative or other person acquainted with the deceased, or by an official of the institution where the death occurred on a Death Registration Form. As part of the registration process, information on the cause of death is either supplied by the medical practitioner certifying the death on a Medical Certificate of Cause of Death, or supplied as a result of a coronial investigation.

Death records are provided electronically to the ABS by individual Registrars on a monthly basis. Each death record contains both demographic data and medical information from the Medical Certificate of Cause of Death where available. Information from coronial investigations are provided to the ABS through the National Coroners Information System (NCIS).

For information on the institutional environment of the ABS, including the legislative obligations of the ABS, financing and governance arrangements, and mechanisms for scrutiny of ABS operations, see ABS Institutional Environment (available www.abs.gov.au).



	Relevance
	The ABS Causes of Death collection includes all deaths that occurred and were registered in Australia, including deaths of persons whose usual residence is overseas. Deaths of Australian residents that occurred outside Australia may be registered by individual Registrars, but are not included in ABS deaths or causes of death statistics. 

Data in the Causes of Death collection include demographic items, as well as causes of death information, which is coded according to the International Classification of Diseases (ICD). ICD is the international standard classification for epidemiological purposes and is designed to promote international comparability in the collection, processing, classification, and presentation of causes of death statistics. The classification is used to classify diseases and causes of disease or injury as recorded on many types of medical records as well as death records. The ICD has been revised periodically to incorporate changes in the medical field. The 10th revision of ICD (ICD-10) has been used since 1997.



	Timeliness
	Causes of death data are published on an annual basis.

There is a focus on fitness for purpose when causes of death statistics are released. To meet user requirements for accurate causes of death data it is necessary to obtain information from other administrative sources before all information for the reference period is available (e.g. information from finalisation of coronial proceedings to code an accurate cause of death). A balance therefore needs to be maintained between accuracy (completeness) of data and timeliness. 

In addition, to address the issues which arise through the publication of causes of death data for open coroners cases, these data are now subject to a revisions process. This process enables the use of additional information relating to coroner certified deaths either 12 or 24 months after initial processing.



	Accuracy
	Information on causes of death is obtained from a complete enumeration of deaths registered during a specified period and are not subject to sampling error. However, deaths data sources are subject to non-sampling error which can arise from inaccuracies in collecting, recording and processing the data. Although it is considered likely that most deaths of Aboriginal and Torres Strait Islander (Indigenous) Australians are registered, a proportion of these deaths are not registered as Indigenous. Information about the deceased is supplied by a relative or other person acquainted with the deceased, or by an official of the institution where the death occurred and may differ from the self-identified Indigenous origin of the deceased. Forms are often not subject to the same best practice design principles as statistical questionnaires, and respondent and/or interviewer understanding is rarely tested. Over-precise analysis of Indigenous deaths and mortality should be avoided.

Causes of death data for 2007 and 2008 have been subject to revision. All coroner certified deaths registered after 1 January 2007 are subject to a revision process. This is a change from previous years where all ABS processing of causes of death data for a particular reference period was finalised approximately 13 months after the end of the reference period. Where insufficient information was available to code a cause of death (eg a coroner certified death was yet to be finalised by the Coroner), less specific ICD codes were assigned as required by the ICD coding rules. The revision process enables the use of additional information relating to coroner certified deaths as it becomes available over time. This results in increased specificity of the assigned ICD-10 codes. Causes of death data for 2007 and 2008 were updated as more information became available. Final data for 2007 and revised data for 2008 have been published in the 2009 Causes of Death publication, released in May 2011. 2008 and 2009 causes of death will be revised in the 2010 Causes of Death publication due for release in 2012. At this time the first round of revisions for 2008 causes of death data will also be published. Revisions will only impact on coroner certified deaths, as further information becomes available to the ABS about the causes of these deaths. See Causes of Death, Australia (Cat. no. 3303.0

).
Some rates are unreliable due to small numbers of deaths over the reference period. Resultant rates could be misleading for example where the non-Indigenous mortality rate is higher than the Indigenous mortality rate. All rates in this indicator must be used with caution.

Non-Indigenous data from the Causes of Death collection do not include death registrations with a ‘not stated’ Indigenous status.

Non-Indigenous population estimates are available for census years only. In the intervening years, Indigenous population figures are derived from assumptions about past and future levels of fertility, mortality and migration. In the absence of non-Indigenous population figures for these years, it is possible to derive denominators for calculating non-Indigenous rates by subtracting the Indigenous population from the total population. Such figures have a degree of uncertainty and should be used with caution, particularly as the time from the base year of the projection series increases.



	Coherence
	The methods used to construct the indicator are consistent and comparable with other collections and with international practice.


	Accessibility
	Causes of death data are available in a variety of formats on the ABS website under the 3303.0 product family. ERP data is available in a variety of formats on the ABS website under the 3101.0 and 3201.0 product families. Further information on deaths and mortality may be available on request. The ABS observes strict confidentiality protocols as required by the Census and Statistics Act (1905). This may restrict access to data at a very detailed level.


	Interpretability
	Information on how to interpret and use cause of death data is available from Causes of Death, Australia Explanatory Notes

 in 
(Cat. no. 3303.0).



	Data Gaps/Issues Analysis

	Key data gaps/issues
	The Steering Committee notes the following issue:

· Causes of death data are subject to a revisions process. Final data for 2007 and revised data for 2008 have been published in the 2009 Causes of Death publication. Data for 2008 and 2009 causes of death will be revised in 2012.



Prevalence of mental illness
Data quality information for this indicator has been sourced from the ABS with additional Steering Committee comments.
	Indicator definition and description

	Element
	Outcome


	Indicator
	Prevalence of mental illness


	Measure (computation)
	Numerator: 
Number of people aged 16–85 years who had a diagnosable mental illness, with symptoms in last 12 months.

Denominator: 

Total population aged 16–85 years. 

Computation: 
(Numerator ÷ Denominator)*100 
Disaggregated by disorder type and age or sex (national only), State and Territory, by disorder type. 



	Data source/s
	ABS unpublished, 2007 National Survey of Mental Health and Wellbeing (Cat. no. 4326.0). 


	Data Quality Framework Dimensions

	Institutional environment
	For information on the institutional environment of the ABS, including the legislative obligations of the ABS, financing and governance arrangements, and mechanisms for scrutiny of ABS operations, see ABS Institutional Environment (available www.abs.gov.au).



	Relevance
	The 2007 National Survey of Mental Health and Wellbeing (SMHWB) provides information about the prevalence of selected high prevalence mental disorders in the Australian population aged 16–85 years, the level of impairment associated with these disorders, physical conditions, and the use of health services, such as consultations with health practitioners or visits to hospital. The survey also provides information on the strength of social networks, caring responsibilities and a range of socio-economic and demographic characteristics. 

The SMHWB was designed to provide prevalence estimates for the mental disorders that are considered to have the highest incidence rates in the population — anxiety disorders (such as social phobia), affective disorders (such as depression) and substance use disorders (such as harmful alcohol use). The SMHWB does not measure the prevalence of some severe mental disorders, such as schizophrenia.
The SMHWB is based on an international survey instrument, the Composite International Diagnostic Interview (CIDI), developed by the World Health Organization (WHO) for use by participants in the World Mental Health Survey Initiative. Therefore, it has been designed to provide data that are internationally comparable, rather than to provide comparisons with the 1997 survey. The survey was designed to provide estimates of the prevalence of mental disorders at a national level, rather than at a state/territory level.

	Timeliness
	The SMHWB has been conducted in 1997 and 2007.
Results from the 2007 survey were released ten months after the completion of enumeration, in the publication National Survey of Mental Health and Wellbeing: Summary of Results (cat. no. 4326.0). 



	Accuracy
	Estimates from the 2007 SMHWB are subject to sampling and non‑sampling errors. The Relative Standard Error (RSE) is a measure of the size of the sampling error affecting an estimate; that is,  the error introduced by basing estimates on a sample of the population rather than the full population. Estimates should be considered with reference to their RSEs. Non-sampling errors are inaccuracies that occur because of imperfections in reporting by respondents and interviewers, as well as errors made in coding and processing the data.
The SMHWB was designed primarily to provide estimates at the national level. Due to the higher than expected non-response rate, RSEs were somewhat larger than originally designed. While broad estimates are available for the larger states, users should exercise caution when using estimates at this level due to relatively high sampling errors. 


	Coherence
	The 2007 SMHWB was the second survey of this type conducted by the ABS, with the previous survey conducted in 1997. Care should be exercised when comparing data between surveys as there have been a number of changes to the scope, design, collection, methodology and content. 
Supporting documentation released with the survey data can assist in understanding the relationships between data variables within the dataset and in comparisons with data from other sources.


	Accessibility
	The main products available from this survey are:

· National Survey of Mental Health and Wellbeing: Summary of Results, 2007 (Cat. no. 4326.0) 

· National Survey of Mental Health and Wellbeing: Users' Guide, 2007 (Cat. no. 4327.0) 

· Microdata: National Survey of Mental Health and Wellbeing, Basic and Expanded Confidentialised Unit Record Files, 2007 (Cat. no. 4326.0.30.001) 

· Technical Manual: National Survey of Mental Health and Wellbeing, Confidentialised Unit Record Files (Cat. no. 4329.0).
Further information may be available on request. The ABS observes strict confidentiality protocols as required by the Census and Statistics Act (1905). This may restrict access to data at a very detailed level.



	Interpretability
	The  National Survey of Mental Health and Wellbeing: Summary of Results (Cat. no. 4326.0) includes explanatory material to aid the interpretation of the survey results. More detailed information is  available in the National Survey of Mental Health and Wellbeing: Users' Guide (Cat. no. 4327.0). 


	Data Gaps/Issues Analysis

	Key data gaps/issues
	The Steering Committee notes the following issues:

· The SMHWB was designed to provide estimates at the national level. Broad estimates are available for the larger states, but users should exercise caution when using estimates at this level due to relatively high sampling errors.
· The SMHWB was designed to provide prevalence estimates for the mental disorders that are considered to have the highest incidence rates in the population — anxiety disorders (such as social phobia), affective disorders (such as depression) and substance use disorders (such as harmful alcohol use). It does not measure the prevalence of some severe mental disorders, such as schizophrenia (which are the mental illnesses most frequently treated by specialised public mental health services).


Social and economic inclusion of people with a mental illness — participation in employment of working age population 
Data quality information for this indicator has been sourced from the ABS with additional Steering Committee comments.
	Indicator definition and description

	Element
	Outcome


	Indicator
	Social and economic inclusion of people with a mental illness — participation in employment of working age population.


	Measure (computation)
	Numerator: 
Number of people aged 16-64 years who are employed (by mental health status)
Denominator: 

Number of people aged 16-64 years in the population (by mental health status)

Computation: 
(Numerator ÷ Denominator)*100 
Note: People with a mental illness are defined as having a self-reported mental or behavioural problem that has lasted for six months, or which the respondent expects to last for six months or more.


	Data source/s
	ABS unpublished, 2007-08 National Health Survey (NHS) 
(Cat. no. 4364.0). 


	Data Quality Framework Dimensions

	Institutional environment
	For information on the institutional environment of the ABS, including the legislative obligations of the ABS, financing and governance arrangements, and mechanisms for scrutiny of ABS operations, see ABS Institutional Environment (available www.abs.gov.au).


	Relevance
	The 2007-08 NHS collected data on self-reported mental and behavioural problems that have lasted for six months, or which the respondent expects to last for six months or more.



	Timeliness
	The NHS is conducted every three years over a 12 month period. Results from the 2007-08 NHS were released in May 2009.


	Accuracy
	Estimates from the 2007-08 NHS are subject to sampling and 
non-sampling errors. The RSE is a measure of the size of the sampling error affecting an estimate; that is, the error introduced by basing estimates on a sample of the population rather than the full population. Estimates should be considered with reference to their RSEs. Non-sampling errors are inaccuracies that occur because of imperfections in reporting by respondents and interviewers, as well as errors made in coding and processing the data.
The NHS is conducted in all states and territories, excluding very remote areas. Non-private dwellings such as hotels, motels, hospitals, nursing homes and short-stay caravan parks were also not included in the survey. The exclusion of persons usually resident in very remote areas has a small impact on estimates, except for the Northern Territory, where such persons make up a relatively large proportion of the population. The 2007-08 NHS response rate was 91 per cent. NHS data are weighted to account for non-response.


	Coherence
	The methods used to construct the indicator are consistent and comparable with other collections and with international practise. 


	Accessibility
	The main products available from this survey are:

· National Health Survey, Summary of Results, 2007-08 
(Cat. no. 4364.0)
· National Health Survey: Summary of Results; State Tables, 2007-2008 (Cat. no. 4362.0)
· National Health Survey: Users' Guide - Electronic Publication, 2007-08 (Cat. no. 4363.0.55.001)
· Microdata: National Health Survey, Basic and Expanded CURF, 2007-08 (Cat. no. 4324.0.55.001)

· Information Paper: National Health Survey, Basic and Expanded CURF, 2007-08 (Cat. no. 4324.0).

See also National Aboriginal and Torres Strait Islander Health Survey, 2004-05 (Cat. no. 4715) for an overview of results from the NATSIHS.
Further information may be available on request. The ABS observes strict confidentiality protocols as required by the Census and Statistics Act (1905). This may restrict access to data at a very detailed level.



	Interpretability
	Information to aid interpretation of the data is available from the National Health Survey: Users’ Guide — Electronic Publication, 
2007-08 (Cat. no 4363.0.55.001), and the National Aboriginal and Torres Strait Islander Health Survey: Users’ Guide, 2004-05 
(Cat. no. 4715.0.55.004). Many health-related issues are closely associated with age, therefore data for this indicator have been age-standardised to the 2001 total Australian population to account for differences in the age structures of the States and Territories and the Indigenous and non-Indigenous population. Age standardised rates should be used to assess the relative differences between groups, not to infer the rates that actually exist in the population.


	Data Gaps/Issues Analysis

	Key data gaps/issues
	The Steering Committee notes the following issues:

· The NHS collects data on self-reported mental and behavioural problems that have lasted for six months, or which the respondent expects to last for six months or more. The data may not be as reliable as or comparable with the data collected under the SMHWB that uses a diagnostic tool to identify mental illnesses.


Social and economic inclusion of people with a mental illness — participation in education and employment by young people 
Data quality information for this indicator has been sourced from the ABS with additional Steering Committee comments.
	Indicator definition and description

	Element
	Outcome


	Indicator
	Social and economic inclusion of people with a mental illness — participation in education and employment by young people
 

	Measure (computation)
	Numerator: 
Number of people aged 16–30 years who are employed and/or are enrolled for study in a formal secondary or tertiary qualification (studying full or part-time) (by mental health status).
Denominator: 

Number of people in aged 16–30 years in the population (by mental health status).
Computation: 
(Numerator ÷ Denominator)*100 
Note: People with a mental illness are defined as having a self‑reported mental and behavioural problems that have lasted for six months, or which the respondent expects to last for six months or more.


	Data source/s
	ABS 2009, 2007-08 National Health Survey (NHS), Cat. no. 4364.0. 

	Data Quality Framework Dimensions

	Institutional environment
	For information on the institutional environment of the ABS, including the legislative obligations of the ABS, financing and governance arrangements, and mechanisms for scrutiny of ABS operations, see ABS Institutional Environment (available www.abs.gov.au).


	Relevance
	The 2007-08 NHS collected data on self-reported mental and behavioural problems that have lasted for six months, or which the respondent expects to last for 6 months or more.



	Timeliness
	The NHS is conducted every three years over a 12 month period. Results from the 2007-08 NHS were released in May 2009.


	Accuracy
	Estimates from the 2007-08 NHS are subject to sampling and 
non-sampling errors. The RSE is a measure of the size of the sampling error affecting an estimate; that is, the error introduced by basing estimates on a sample of the population rather than the full population. Estimates should be considered with reference to their RSEs. 
Non-sampling errors are inaccuracies that occur because of imperfections in reporting by respondents and interviewers, as well as errors made in coding and processing the data.

The NHS is conducted in all states and territories, excluding very remote areas. Non-private dwellings such as hotels, motels, hospitals, nursing homes and short-stay caravan parks were also not included in the survey. The exclusion of persons usually resident in very remote areas has a small impact on estimates, except for the Northern Territory, where such persons make up a relatively large proportion of the population. The 2007-08 NHS response rate was 91 per cent. NHS data are weighted to account for non-response.


	Coherence
	The methods used to construct the indicator are consistent and comparable with other collections and with international practise. 


	Accessibility
	The main products available from this survey are:

· National Health Survey, Summary of Results, 2007-08 
(Cat. no. 4364.0)
· National Health Survey: Summary of Results; State Tables, 2007-2008 (Cat. no. 4362.0)
· National Health Survey: Users' Guide - Electronic Publication, 2007-08 (Cat. no. 4363.0.55.001)
· Microdata: National Health Survey, Basic and Expanded CURF, 2007-08 (Cat. no. 4324.0.55.001)

· Information Paper: National Health Survey, Basic and Expanded CURF, 2007-08 (Cat. no. 4324.0).
See also National Aboriginal and Torres Strait Islander Health Survey, 2004-05 (cat. no. 4715.0) for an overview of results from the NATSIHS.
Further information may be available on request. The ABS observes strict confidentiality protocols as required by the Census and Statistics Act (1905). This may restrict access to data at a very detailed level.



	Interpretability
	Information to aid interpretation of the data is available from the National Health Survey: Users’ Guide — Electronic Publication, 
2007-08 (Cat. no 4363.0.55.001), and the National Aboriginal and Torres Strait Islander Health Survey: Users’ Guide, 2004-05 (Cat. no. 4715.0.55.004). Many health-related issues are closely associated with age, therefore data for this indicator have been age-standardised to the 2001 total Australian population to account for differences in the age structures of the States and Territories and the Indigenous and non-Indigenous population. Age standardised rates should be used to assess the relative differences between groups, not to infer the rates that actually exist in the population.


	Data Gaps/Issues Analysis

	Key data gaps/issues
	The Steering Committee notes the following issues:

· The NHS collects data on self-reported mental and behavioural problems that have lasted for six months, or which the respondent expects to last for six months or more. The data may not be as reliable as or comparable with the data collected under the National Survey of Mental Health and Wellbeing that uses a diagnostic tool to identify mental illnesses.
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